disease may produce perianal skin changes which can involve the vulva. These changes can antedate the presentation of bowel symptoms and account for a small proportion of the gynecological manifestations (Hudson 1963) . REFERENCES Crohn B B (1958) Regional Ileitis. 2nd Ed. New York HIudson C N (1963) J. Obstet. Gynwc. Brit. Cwlth 70, 437 Dr J G Lewis asked Mr Hudson whether young girls and women with Crohn's disease were likely to be more infertile as a result of the illness. Mr Hudson replied that only 4 out of some 80 patients at St Bartholomew's Hospital attended the infertility clinic. Occasional patients had amenorrhoea and others had a secondary salpingitis. Both of these conditions could reduce fertility.
Rheumatoid Pericarditis R A L Sutton BM MRCP (for Professor M L Rosenheim CBE PRCP) (University College Hospital, London) Mr A W, aged 62 History: In June 1966 the patient developed a severe polyarthritis commencing in the metacarpophalangeal joints of the hands, and spreading to the shoulders and knees. He was presumed to have rheumatoid arthritis, and was treated with phenylbutazone. He later developed ankle swelling, but there was no dyspnoea or chest pain, and he was referred for further investigation and treatment.
On examination (July 1966) . Joints: some doubtful erosions around metacarpophalangeal joints. Subsequent course: The phenylbutazone was increased. When seen one week later, he was obviously more ill, and was admitted to hospital. By this time he had developed elevation of the jugular venous pressure, with a positive Kussmaul's sign and pulsus paradoxus. Transient pericardial friction was heard.
The venous pressure and pulse rate continued to rise, indicating tamponade, and pericardial aspiration was attemped, but no fluid was Fig 3 Operative parietal pericardial biopsy. The usual single mesothelial cell inner layer is replaced by a thick layer of histiocytes, some of giant cell type, arranged with palisaded nuclei. Outside this the fibrous tissue is infiltrated with plasma cells and lymphocytes, with some lymphoid nodules. x 175 obtained. A right atrial angiocardiogram (Dr Arthur Hollman) was therefore performed and confirmed the presence of pericardial thickening, presumably by fluid. The mean right atrial pressure was 25 mmHg. Further attempts at pericardiocentesis were unsuccessful, and the patient's condition became worse, with severe dyspncea and coughing, and later periodic breathing. An emergency thoracotomy was therefore performed (Miss D Nightingale) for relief of tamponade. This revealed a tense pericardial effusion with shaggy pericardial thickening, and adhesions beneath the heart which had prevented aspiration; 800 ml of pericardial fluid was released, resulting in immediate improvement in the patient's condition; a large pericardial window was created.
The post-operative course was complicated by confusion for the first twelve hours, and by an episode of atrial flutter on the tenth post-operative day, which was slowed, and later reverted to sinus rhythm, with digoxin alone. The venous pressure was normal following the operation and there have been no further joint symptoms. Prednisone was started on the fourth post-operative day, and has been maintained. The patient is now very well, and back at work.
The operative parietal pericardial biopsy (Fig 3) shows a histological appearance similar to that of the rheumatoid nodule, with almost complete replacement of the usual single mesothelial cell layer by a thick layer of histiocytes, some of giant cell type, arranged with palisaded nuclei. Outside this, the fibrous tissue is infiltrated with lymphocytes and plasma cells, with some lymphoid nodules. There is no arteritis in the sections. Conclusion: The remarkable histological appearance of the pericardial biopsy, together with the positive tests for rheumatoid factor and the negative investigations for other diseases causing effusive pericarditis, were felt to confirm the clinical diagnosis of acute rheumatoid arthritis complicated by pericardial effusion, causing tamponade and requiring thoracotomy for its relief.
Discussion
There is an extensive literature on the cardiac manifestations of rheumatoid arthritis. Old, healed pericarditis at post-mortem in rheumatoid arthritis has been variously reported as occurring in 11-50% of cases. Clinical evidence of pericarditis is much less frequent; for example, Wilkinson (1962) described 4 cases of acute pericarditis, with or without effusion, in 200 patients with rheumatoid arthritis seen over a period of six years.
Pericardial effusion in rheumatoid arthritis does not usually seriously embarrass cardiac function. However, in a recent paper Kennedy et al. (1966) described 3 patients with rheumatoid pericarditis and heart failure, treated by pericardiectomy. Two had tamponade, and one had constrictive pericarditis. The authors were able to find in the literature 15 cases of rheumatoid arthritis subjected to pericardiectomy for constrictive pericarditis. Some of these had loculi of fluid as well as fibrous pericardial thickening. Pericardial calcification was usually absent. They found two previous reports of rheumatoid arthritis with pericardial effusion causing tamponade, from which both patients had died. Acute pericarditis and constrictive pericarditis complicating rheumatoid arthritis occur predominantly in males, as does rheumatoid pleural effusion.
The characteristics of the fluid in rheumatoid pleural and pericardial effusions have recently been studied (Berger & Seckler 1966) and include high protein and low glucose (< 15 mg/100 ml) contents. The fluid also gives positive tests for RA factor, and contains 'RA cells' such as are present in the synovial fluid in 95 % of cases of rheumatoid arthritis (Hollander et al. 1965) . Unfortunately the pericardial fluid released at thoracotomy in our patient was not saved. It is possible that patients with rheumatoid pericardial effusion, with fibrin deposits and a thick pericardium, may go on to develop constrictive pericarditis. Indeed this may still happen in our patient who was too ill for a complete pericardiectomy to be performed; judging from published cases, corticosteroid therapy does not prevent the development of constrictive pericarditis.
The characteristic histology of the rheumatoid nodule was first described by Collins in 1937. Similar nodular granulomata have since been described in the pleura, pericardium, myocardium and other tissues (Hudson 1965) . Previous operative pericardial biopsies in rheumatoid pericarditis have not shown any specific histology, and a diffuse change in a serous membrane resembling a section of a rheumatoid nodule, such as is seen in this patient, does not appear to have been previously described.
In conclusion, there is little doubt that thoracotomy for relief of tamponade was life saving in this patient, and clearly the possibility of pericardial tamponade or constriction must be especially carefully excluded in any patient with rheumatoid arthritis, especially a male, who develops apparent heart failure without any other obvious cause.
Mr W P Cleland said that it had long been preached that the safest site for aspiration of a pericardial effusion was the xiphicostal angle. However, on those occasions where this route was unproductive, the operator should not hesitate to use other sites for aspiration, always bearing in mind that aspiration between the left stemal edge and the apex beat might result in a pneumothorax.
Dr C M Oakley said that although friction rubs and small effusions were common in rheumatoid arthritis and constriction was now well documented, tamponade from effusion was uncommon. Both cases of tamponade in patients with rheumatoid arthritis she had personally seen had eventually turned out to be tuberculous in origin; a diagnostic tap should always be carried out to exclude this ir patients with 'rheumatoid' effusions.
Dr Oakley thought that a reason why pericardial fluid was sometimes difficult to cbtain was that the aspirating needle could indent the parietal pericardium until it touched the visceral pericardium obliterating the space.
Blockage of the needle with fibrin was liable to be blamed for this, so a bigger needle would be substituted with the same result, no fluid and a great tendency to enter the heart. The answer was to use a fine sharp needle and to insert it with short jabs pulling back a little after each advancement to open up the space. In this case a pericardial window was created after thoracotomy. In view of the known tendency to constriction in rheumatoid arthritis Dr Oakley wondered whether it might not have been wiser to complete the job and strip the pericardium. This would have added very little to the procedure and saved possible trouble later -but perhaps the steroids would prevent this. 
